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Email: angus macbeth@ed.ac.uk nificantly impact women and their babies. However, wom-

en's subjective experiences of difficulties with their mental
health throughout pregnancy, alongside their experiences of
staff, services and treatments are less well understood.
Design: In this qualitative study, an Interpretive
Phenomenological Analysis (IPA) approach was used.
Methods: Semi-structured interviews were conducted with
participants recruited via a regional Perinatal Mental Health
Service. Interviews were transcribed and analysed following
the IPA methodology.

Results: Five superordinate themes were identified which
represented the lived experiences of the 11 participants on
their journey through pregnancy whilst living with mental
health difficulties and subsequent psychological distress: (i)
Feeling the ‘wrong’ feelings, (ii) Societal pressures and a de-
sire for greater acceptance, (iii) Searching for answers de-
spite a lack of resources, (iv) What made a difference and (v)
Experiences and expectations of service provision. Within
these themes, 13 subordinate themes were also identified.
Conclusions: These themes highlight the need for greater
awareness and acceptance of mental health difficulties
during pregnancy as well as postnatally. While perinatal
mental health services are evolving, there is still an urgent
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requirement for services to continue to develop to meet
women's needs, as well as to develop the role of clinicians as
facilitators of engagement with needs-matched care.
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qualitative

INTRODUCTION

Mental Health Difficulties during Pregnancy (MHDP) in pregnant women are common and often lead
to moderate-to-severe psychological distress such as depression, anxiety or stress (Staneva et al., 2015).
Prevalence rates for depression are estimated to be between 7% and 20% in pregnant women (Biaggi
et al., 2016), while prevalence rates for anxiety are estimated at around 15% (Rubertsson et al., 2014).
Additionally, 9% of pregnant women will receive a clinical diagnosis of co-morbid depression and anx-
iety disorders (Falah-Hassani et al., 2017). Increased distress associated with pre-existing mental health
conditions, such as obsessive compulsive disorder (OCD) and eating disorders, is also prevalent (Howard
& Khalifeh, 2020). Distress caused by MHDP is associated with a range of suboptimal outcomes for
mother and infant, including birth complications (Gentile, 2017), low birth weight (Grote et al., 2010),
attachment difficulties (Carter et al., 2001; Erickson et al., 2019) and childhood behavioural issues
(Glover, 2014). Associations between under-treated psychological distress in women during the perinatal
period and suicide remains a public health concern (Xiao et al., 2022).

In recent years, UK perinatal mental health (PMH) services have undergone significant transforma-
tion. In England, specific developments in service provision for perinatal mental health, particularly
for women with moderate-to-severe perinatal mental health difficulties, emerged from the NHS Long
Term Plan (NHS, 2019), including specialist community care, improved access to evidence-based psy-
chological therapies (NHS Talking Therapies for Anxiety and Depression; formally IAPT) and men-
tal health support for partners of women accessing PMH services. In Scotland, establishment of a
Government Perinatal and Infant Mental Health Board (Scottish Government, 2019) initiated invest-
ment in increased access to Mother and Baby units, developing specialist community PMH services,
supporting partners and families of women experiencing perinatal distress and investing in third-sector
organisations providing peer support and counselling. The roll-out of these services continues, having
been stalled during the COVID-19 pandemic, although notably perinatal distress increased during this
period (26% for depression and 31% for anxiety; Tomfohr-Madsen et al., 2021).

Despite these clinical practice developments, there remains gaps in the understanding of the lived
experiences of pregnant women engaging with PMH services, in contrast to the increased emphasis on
quantitative outcomes, treatment data and the identification of barriers relating to PMH care (Smith
et al., 2019). It has been suggested that PMH-related stigma is widespread, with women reporting re-
sulting feelings of isolation, changes in relationships and delays in accessing treatment (Hadfield &
Wittkowski, 2017; Oh et al., 2020), both ante- and postnatally (Brown, 2009). Women also report feel-
ing judged by professionals, with worries that disclosing symptoms results in negative views of their
ability to parent (Lever Taylor et al., 2021; McCauley et al., 2011). These issues are further nested within
adversity and social determinants of mental health (Ban et al., 2012). Focusing solely on service and
treatment outcomes, therefore, obscure consideration of other underlying needs. Research on women's
lived experiences has also often focused on the postnatal period and has been parsed by diagnosis
(e.g. Postnatal Depression [PND], post-partum psychosis and Post Traumatic Stress Disorder) rather
than gaining a holistic, sensitive and needs-matched understanding of psychological distress and the
transition towards greater wellbeing (Czarnocka & Slade, 2000; Glover et al., 2014; Leahy-Warren &
McCarthy, 2007; Megnin-Viggars et al., 2015).
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Two existing meta-syntheses of MHDP and distress based on common disorders, for example
anxiety and depression (Staneva et al., 2015) and anxiety and stress (McCarthy et al., 2021) report
overlapping themes. From a review of eight studies (Staneva et al., 2015) highlighted five core
themes: (i) recognising that things are not right, (ii) dealing with stigma, (iii) negotiating the trans-
formation, (iv) spiralling down, and (v) regaining control; whilst also highlighting a bias towards
bio-medical perspectives within these studies, potentially obscuring women's accounts. Included
studies focused on mild—moderate difficulties, fear related to childbirth and impact on maternal-
foetal attachment, highlighting a gap in the understanding of the needs of women experiencing
moderate-to-severe MHDP. Contrastingly, (McCarthy et al., 2021) identified 13 studies, with par-
ticipants who were either experiencing distress during pregnancy or up to 1year post-partum, again
highlighting five core themes relating to (i) social support, (i) women's experiences of health care,
(iii) social norms and expectations, (iv) factors that impact on coping and (v) mother and baby's
health (including ‘women's health’ and ‘baby's health’). This themes also highlighted that unrealistic
expectations of pregnancy and motherhood can lead to high levels of stress and anxiety throughout
the perinatal period.

More recently, Oh et al. (2020) thematic analysis of 17 UK women with self-reported anxiety during
pregnancy and the postnatal period identified three superordinate themes defined as (i) barriers to
disclosing perinatal anxiety, (ii) help-seeking for perinatal anxiety and (iii) establishing and engaging
support networks. Much of the discourse highlighted in the study revolved around feelings of stigma
and shame. Similarly, (Hore et al., 2019) interpretative phenomenological analysis of the lived experi-
ences of seven pregnant women in the UK identifying as having anxiety highlighted four superordinate
themes: (i) adjustment to pregnancy and motherhood and the experiences of anxiety, (if) unfamiliarity,
uncertainty and uncontrollability of pregnancy influences anxiety, (iii) personal and social expectations
and pressures of pregnancy and motherhood and (iv) relying on health care systems—the good and the
bad. Finally, a thematic analysis of individual narrative interviews with 21 Canadian participants (Law
et al., 2021) highlighted the importance of women being able to share their experiences of pregnancy
and distress as an act of defining and redefining self-identity within the perinatal period. While these
studies demonstrate overlapping themes of importance to women, there is still scope to understand
women's experiences in-depth during pregnancy specifically.

Further as many PMH services are still in development or early roll-out, there is a paucity of un-
derstanding regarding psychological needs and how this informs provisioning of services in practice,
although preliminary findings suggest that these services are well received (Millett et al., 2018). Indeed,
NHS Talking Therapies for Anxiety and Depression represents only one approach to psychologically in-
formed treatment provision and is weighted towards mild-to-moderate, rather than moderate-to-severe
mental health difficulties (Millett et al., 2018). Setting is also important and there may be additional
aspects of access, place, community and isolation that relate to service provision in rural settings, which
have hitherto been under-researched (Jackson et al., 2020).

Accordingly, understanding the unique lived experiences of women during pregnancy and
identifying psychologically informed needs is vital to the ongoing development of services and
needs-matched, sensitive care, ensuring that services are invested in and developed in a way that is
appropriate and effective for women's needs. The current study explored the experiences of women
with moderate psychological distress caused by mental health difficulties during their pregnancy.
Specifically, we asked:

* What were the lived experiences of women with psychological needs and other unmet needs experi-
encing moderate-to-severe psychological distress during pregnancy?

¢ What were the expectations of women attending perinatal services of pregnancy and wellbeing during
pregnancy?

* Were there barriers to optimal care?
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METHOD
Design

This qualitative study used Interpretive Phenomenological Analysis (IPA), an approach focused
on exploring life experiences and how people make sense of these, drawing upon phenomenology,
hermeneutics and idiography (Smith et al., 2009). IPA requires lived experiences to be explored on
their own terms without use of a pre-set hypothesis of what the research will establish, with ac-
knowledgement that both researcher and participants are part of the sense making process (Smith
et al., 2009). An IPA approach enables us to explore the lived experiences of women living with
distress caused by mental health difficulties during pregnancy, and how they made sense of their
own unique experience.

Ethics

The study had ethical approval from the NHS South East Scotland Research Ethics Committee (REC:
17/8S/0030) and had local Research and Development approval.

Participant inclusion and exclusion criteria

Participants were eligible if they were experiencing or had experienced moderate-to-severe distress
caused by MHDP (as identified by their lead clinician) during pregnancy, were aged between 18 and
55years and were able to provide informed consent. Participants were excluded if they had known cur-
rent child protection concerns, were non-fluent English speakers, were experiencing acute distress as
identified by the lead clinician involved in their care or lacked capacity to consent to participating in
active research.

Recruitment

Recruitment took place via a local NHS Perinatal Mental Health Service (PMHS) in Northern
Scotland, covering both urban and rural settings from August 2017 to March 2018. While only
one local service was used to recruit participants, the health board in which it was located served
a geographically large and diverse area, including both rural and urban communities. As it was
assumed that barriers to access such as stigma would create problems in recruitment (Viveiros &
Darling, 2018), convenience sampling was utilised, using purposive sampling methods. As such,
staff within the service identified potential participants and informed consent was taken by re-
searcher 1. Although clinicians in the service were provided with a list of possible mental health dif-
ficulties to consider, inclusion was not dictated by diagnosis specifically, given the focus on distress.
Following a ‘real-life’ approach to sampling, women were recruited regardless of previous history of
mental health difficulties. Similarly, women who were first time mothers or had already given birth
to children previously were all eligible for recruitment. In order to recruit an appropriate sample
size, we decided a priori to continue recruitment until 14 participants had expressed interest in the
study. It was felt that this number would allow for dropouts, whilst still maintaining an appropriate
number of participants to uncover depth in the narratives, rather than breadth from a larger sam-
ple (Pietkiewicz & Smith, 2014). While all women who were recruited were known to experience
distress during pregnancy, a majority of the participants (82%) took part in interviews during the
postnatal period. All interviews took place within local NHS facilities.
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Data collection

Data was collected via semi-structured interviews, following IPA principles (Smith et al., 2009). Each
interview was conducted by the researcher and recorded using digital recorders. Interviews took an
average of 82min (range =060-110min). An interview schedule was used as a starting point for inter-
views, with interview content subsequently guided by participants (see Appendix 1 for topic guide).
Participants could choose not to answer any questions and had control over what material they shared
during the interview.

Analysis

Data analysis was primarily undertaken by researcher 1, utilising word documents for line by line
coding of verbatim transcribed transcripts. They noted descriptive, linguistic and conceptual com-
ments consistent with existing approaches (Smith et al., 2009). From this initial coding further word
documents were created to conceptualise patterns and develop themes. These were explored in rela-
tion to each originating transcript ensuring a degree of fit with each participant's overall narrative.
Subsequently, themes were printed, and the researcher grouped these together to understand patterns
across all transcripts. Superordinate and subordinate themes were developed from these patterns, in-
forming the final write up of themes. The third researcher also undertook this process for multiple
transcripts independently and the researchers discussed these themes to establish a consensus reading
of the scripts. Alongside coding, a reflective log was utilised by the main researcher, to note and iden-
tify any possible biases in the reflections of the researcher in order to minimise the influence of these
upon interpretations from the coding. At write up stage, written descriptions of each theme were also
discussed by the research team to ensure these were consistent with the interviews. A sample size of
8—12 participants was agreed within the research team to be appropriate based on existing guidance
(Smith et al., 2009) and resource constraints.

Reflexivity

In keeping with the main principles of IPA, the research approach focused on the phenomenological
perspective, ensuring that the experiences of participants and the perception of these experiences were
foreground, achieved through a succession of hermeneutic loops. The researcher was guided by a social
constructionist stance in keeping with Smith et al. (2009). Reflexivity denotes consideration of the in-
fluence of the researcher in the construction of meaning throughout the research process (Nightingale
& Cromby, 1999). The primary researcher was a white, female trainee clinical psychologist with experi-
ence of working with individuals experiencing psychological distress, although not specifically dur-
ing pregnancy. Experience of supporting individuals in distress and building empathic relationships
with individuals was thought to be a positive quality that could benefit participant engagement. The
researcher did not have personal experience of pregnancy, a factor that could impact on the construc-
tion of meaning. The primary researcher kept a reflective log that was updated after each interview
and then reviewed throughout the analysis process. These notes included reflections on own potential
biases. Additionally, throughout the analysis process the potential themes and reflections were dis-
cussed within the research team. Researcher 2 was a white, female PhD researcher with research and
policy experience of perinatal mental health. Researcher 3 was a white, male clinical psychologist and
academic, with extensive research experience in perinatal, maternal and infant mental health, and clini-
cal experience across health service and non-governmental sector in working with adult mental health,
including perinatal groups. They were also a parent. The latter 2 researchers were not involved in direct
participant interviews.
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Trustworthiness and rigour

To ensure all themes were fully grounded in the narrative data, the approach to analysis was reflexive
and collaborative. In-depth discussions between researcher 1 and researcher 2 ensured that the inter-
pretation of the themes was consistent and relevant to the participants' narratives rather than being in-
fluenced by the researchet's own experiences (Smith et al., 2009). Both levels of themes were discussed
in-depth to ensure consistency with the IPA approach. Two interviews were also coded by researcher 3,
to fully compare themes and ensure consistency across researchers' interpretations.

RESULTS
Participant characteristics

Fourteen women expressed interest in participating, although three did not reply to subsequent contact.
A total of #=11 women who had experienced moderate distress due to MHDP participated—seven
women from an urban setting and four from a rural location. Although eligible to participate, no women
with severe MHDP (e.g. psychosis) participated in the study. The participants' psychological distress
was associated with diagnoses (including comorbidities) of single episode or recurrent moderate depres-
sion, persistent anxiety disorders or eating disorders. All participants were recruited via the PMHS and
were engaged with services. Most women who participated (#=9) had already given birth prior to the
interview and described their experiences retrospectively. Interviews being held postnatally reflected
the timing of referral to services as many participants were seen towards the latter stages of pregnancy,
and it was felt most appropriate to interview them post birth. Participant ages were given as a range to
reduce identifiability risks, with one participant was aged 18—25years; four were aged between 26 and
34years and the remaining six participants were aged between 35 and 40years. Further demographic
information is listed in Table 1.

To ensure full anonymity, participants will be referred to as P1-P11, as it was felt that assigning
pseudonyms, ad hoc and without consultation with each participant, could influence how the participant

TABLE 1 Participant demographics.”

Main reasons for referral to History of mental health First
Participant number PMHS difficulties pregnancy?
1 Depression and anxiety Yes No
2 Depression and anxiety Yes No
3 Depression and anxiety No Yes
4 Depression and anxiety Yes No
5 Depression, anxiety and eating Yes Yes
disorder
6 Depression and anxiety Yes Yes
7 Anxiety and depression No Yes
8 Depression, anxiety and eating Yes No
disorder
9 Anxiety and depression No No
10 Depression and OCD No Yes
11 Depression and anxiety Yes No

Abbreviation: PMHS, Perinatal Mental Health Services.

"Further details were not collected in order to maintain the anonymity of participants.
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is perceived, as names are often aligned to specific ethnicities, age groups and socioeconomic status etc.
(Allen & Wiles, 2016). It has also been suggested that assigned pseudonyms can make participants feel
separated from their own stories, as though the experiences within the narrative do not belong to them
anymore (Lahman et al., 2015).

Qualitative findings

Across the interviews multiple themes were identified and from these, five superordinate themes arose
comprising: (i) Feeling the ‘wrong’ feelings, (ii) Societal pressures and a desire for greater acceptance,
(iii) Searching for answers despite a lack of resources, (iv) What made a difference and (v) Experiences
and expectations of service provision. Figure 1 represents the women's journeys of how they experi-
enced their own distress throughout pregnancy, as well as the relationship between these superordinate
themes. Subordinate themes are also represented within Figure 1, suggesting the manner in which these
themes have affected the lived experiences of the participants. Each superordinate and subordinate
theme is discussed below, with key indicative quotes.

Superordinate theme 1: Feeling the ‘wrong’ feelings

All participants described intense emotional experiences, with daily impacts on functioning. These
experiences were defined as Superordinate Theme 1: ‘Feeling the “wrong” feelings’. For many there
was a sense that they had to endure these feelings alone and that they had ‘survived’. Participants often
described conflicted feelings, still experiencing the joy of pregnancy at times, whilst then feeling incred-
ibly low or anxious. Such emotional conflict was often seen as disconcerting. This theme consisted of
two subordinate themes.

It was awful, it was anxiety I had panic attacks... it was like drowning,

P3
Societal pressures and
adesire for greater
acceptance
 Unrealistic portrayals of
pregnancy
* tSt(liggma an:l perceived What made a difference Experiences and
. judgemen . q
Feeling the “wrong’ * Isolation  Medication helps some eXpeCtatlonAS 'Of SCIMICE
feelings but is not acceptable to provision
all
» » a o » Positive experiences of
o High levels of distress ) * Alternative coping : specialist serices
« Living with guilt and Searching for answers strategies Y (e o
shame despite a lack of 0 Ml &7 [PEEr SHEIEers service provision moving
resources © SeliFeEmpESsien forward

¢ Looking for a reason why
* Lack of awareness

Before diagnosis / treatment During diagnosis / treatment Beyond diagnosis / treatment

FIGURE 1 Superordinate and subordinate themes.
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Subordinate theme 1.1: High levels of distress

Many participants described feeling out of control, due to how extreme their emotions felt or not under-
standing why they were feeling that way, which exacerbated their distress.

I felt like the thoughts were out of control a little bit and it wasn't, well now I know they're
intrusive thoughts.
P8

Feelings of exhaustion were also commonly expressed, attributed to a combination of the physical impact
of pregnancy and poor mental health outcomes.

I was exhausted anyway for being pregnant, but I was absolutely shattered but I wasn't
sleeping. I just you were lucky if I slept two or three hours.
P4

I just constantly felt like I'd been hit by a bus.
P5

Additionally, many participants felt that these intense feelings would never end and reported that they had
expected to only feel worse when trying to cope once their baby was born.

You just can't see the end of it, you can't see the light at the end of the tunnel, you feel like
everything is just going to keep getting more difficult and you're going to bring this baby
into the world and it's going to be even more difficult.

P4

Subordinate theme 1.2: Living with guilt and shame

Often participants had felt trapped by their thoughts, and many described feeling ashamed by the
thoughts they had. Several participants expressed feeling disconnected from their pregnancy. They
noted not feeling the bond or connection that they had expected, which often reinforced their distress.
Some remarked that not connecting with the pregnancy may have been a way of coping, a sense of keep-
ing their distance in case something went wrong.

...just that kind of numbness and just feeling disconnected from yourself and everyone
else and, and the pregnancy as well you know from the baby and then that cycle of then
that leading to you feeling guilt, because you felt that way about, about the baby.

P11

Guilt and shame were common to all interviews, with participants often describing themselves using self-
critical language. Guilt was often expressed for having had ego-dystonic thoughts, having felt different from
their peers or related to comments received from others.

I felt guilty, like pretty much through the whole pregnancy for feeling the way that I
did.
P6
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Superordinate theme 2: Societal pressures and a desire for
greater acceptance

The influence of society was powerfully reflected throughout the interviews, as reflected in
Superordinate Theme 2. All participants felt as though they had not lived up to the expectations
of what it means to be pregnant. In turn, this experience of perceived failure reinforced feelings of
stigma and perceived judgement from society in general, leading to participants feeling as though
they had become isolated at a time when they most needed support. This theme consisted of three
subordinate themes.

I feel like everyone who was ever pregnant and spoke to me lied to me (laughter) that's
what I feel like and people say things now like oh we never wanted to say to you what
it was like, you don't want to scare someone and you're like you could have given me a
heads up.

P6

Subordinate theme 2.1: Unrealistic portrayals of pregnancy

Perceived expectations from others impacted on participant's expectations about pregnancy, with re-
inforced feelings of guilt and shame when the participant's experience did not correspond to what was
expected. Many participants highlighted the portrayal of pregnancy as an idyllic time without difficulty
and referred to a lack of discourse around the harder elements of pregnancy and being pregnant. Most
described the impact of pregnancy on their physical and mental health as contrasting with this ‘glow-
ing’ portrayal. There was a strong sense that this discourse needs to change as the difference between
expectations and reality increased levels of distress and shame. There was a need for a realistic portrayal
of pregnancy, that highlighted its individual nature and difficulties, as well as the positive elements.

I suppose until I got pregnant myself, I would have bought into it, but then you suddenly
realise no you feel sick, you've got heartburn, you ache, you're heavy, you can't do anything
it's not all joyous.

P6

Additionally, many described an expectation from society about how one should feel during pregnancy with a
repeated suggestion that one should feel happy and excited without experiencing negative emotions. Again,
feeling different from how one expected to feel compounded perceptions of shame and alienation during
pregnancy and acted as a barrier to disclosing these ‘wrong’ feelings to others.

You're just meant to feel happy when you're pregnant. People expect you to be um happy
and glowing.
P1

Subordinate theme 2.2: Stigma and perceived judgement

Each participant described ways in which they felt they had to hide how they had been feeling and how
they had experienced a perceived judgement from others.

There's such stigma still associated probably with, well mental health in general but to have
mental health problems in pregnancy it's still something that, it's not discussed.
P8
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Many participants conveyed their need for acceptance within society as well as by themselves. The expe-
rience of feeling judged by others was commonplace, as were experiences of stigma. Participants reported
cither experiencing open negative comments or perceiving others as silently judging them.

...when I asked for help, but you feel like you can't, because what are they going to think
of me if I can't do this.
P6

...mentally thinking oh I'm such a dreadful mother, um, you know there's all these risks
with taking drugs during pregnancy all these perfect mothers online go on about how they
drink kale smoothies and here I am taking horrible chemicals.

P9

Subordinate theme 2.3: Isolation

These feelings of perceived judgement became a barrier to many women disclosing their true feelings
and in turn resulted in participants feeling intensely isolated.

I was very good at putting a mask on things and pretending everything was ok and I think
maybe part of that, that ends up feeling quite alone.
P11

Many participants attributed the development of, or exacerbation of, difficulties to hiding their feel-
ings and feeling judged by others. This sense of isolation contrasted with a perception that feeling
accepted, or hearing about other women's difficulties, would, conversely, have positively impacted
on their experiences.

...definitely felt quite alone and isolating in that way as well, because um I didn't know of
anyone else who had certainly ever said that they'd had um any issues in pregnancy.
P11

I say that kind of isolation I guess isn't quite so bad if there's other people that are kind of
going through the same thing.
P5

Superordinate theme 3: Searching for answers despite a lack of resources

In this Superordinate Theme, participants reported trying to make sense of why they experienced psy-
chological distress and reflecting on possible influences. The need for greater awareness of mental
health difficulties during pregnancy was highlighted in all interviews, and many participants empha-
sised this need as a key message. This theme consisted of two subordinate themes.

Subordinate theme 3.1: Looking for a reason why

Focusing on a biological or medical explanation for mental distress was commonplace. There was a
sense that this explanation was often provided by services with no alternative offered. However, in some
cases, receiving such an explanation was perceived as disempowering for participants and left them feel-
ing that there was nothing they could have done and that their difficulties were inevitable.
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I can't fix my head there's nothing I can do about my head it's, your hormones are so my
hormones were a mess.
P1

Despite these feelings of disempowerment, there was often a sense that participants had been searching
for further understanding of why they had difficult experiences. As part of this search for an explanation,
participants often reflected on their past experiences of mental health.

I was depressed and sometimes I think there's two types of depression. I think there's
the depression where it's completely chemical in your head and you can't do anything and
there's situational depression where there's something that you need to change.

P1

Subordinate theme 3.2: Lack of awareness

There was a strong sense from the participants of being unaware of perinatal mental health dis-
tress until they experienced it personally, precipitating difficulties identifying from whom to seeck
support.

Nobody had heard of it before. Everybody's heard of postnatal depression.
P1

A lack of awareness from those around them also impacted on their wellbeing and accessing of appropriate
support services. There was a recognition that individually and societally there is an awareness of postnatal
depression (PND), with it often highlighted by services without additional difficulties in pregnancy even
being considered, which some participants expressed as having led to feelings of alienation and frustration.

I was shocked to find out how common it was and I was like I can't believe that nothing is

done to make people aware.
P1

The need for more information and additional resources was discussed in most interviews. Many partici-
pants tried to find information for themselves, commenting that little was available, and it was difficult to
find.

I think there's definitely less information out there about it during pregnancy.
P11

I just feel like there's no information on it.
P1

Superordinate theme 4: What made a difference

The first three themes reflect the sense from most of the interviews that women experienced very little
which they felt helped them to feel less distressed during their pregnancy. However, and despite having
experienced little alleviation to their own distress, when reflecting on their experiences, many of the
women had a sense of what could have helped, often focusing their narrative on a feeling of what could
have been. This theme was defined as Superordinate Theme 4: “What made a difference’ and consisted
of four subordinate themes.
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Subordinate theme 4.1: Medication helps some but is not acceptable to all

All participants described feeling concerned about the possible harmful impacts of medication on their
unborn baby. For some, this concern stopped them from taking medication until postnatally.

1f T had the opportunity to take medication I wouldn't during pregnancy. There is no way,
knowing myself that I would have. I would be begging for some consultation, some doctor
with a specialist, like a psychologist, a psychiatrist a mental, a person that is specialist in
mental health.

P3

Other participants felt the benefit to their mental health outweighed the potential risks. Overall, there was
a desire for clearer information about medication.

...talked about it (medication) with the GP and at that stage I wasn't very keen...but by the
time I saw specialist midwife I was still struggling, and I was getting tired and I knew I
wasn't right so she suggested it and I said yes, now is the time.

P9

Subordinate theme 4.2: Alternative coping strategies

The participants often reflected on looking for alternative ways of coping. There was a sense that
pregnancy-related changes (both physical and lifestyle) often acted as a barrier to accessing prior coping
methods.

There's probably things like keeping busy helps, but I haven't got the energy, so that's very
difficult um walking, you know just gentle exercise, but again I can't even just to go down
into town.

P9

Despite the sense of hopelessness and lack of relief there was also a perception that short-term relief was
possible for some, often obtained by seeking reassurance from health professionals. A small number of par-
ticipants made use of coping strategies during their pregnancy including mindfulness or focusing on their
children to motivate them.

I started doing mindfulness during pregnancy and I did find that really beneficial.
P11

Those who found mindfulness beneficial had previously engaged with mindfulness prior to pregnancy.
Several women in the sample also stated they had no previous experience of such techniques or other psy-
chological strategies to improve mental health during pregnancy.

Subordinate theme 4.3: The value of peer support
Additionally, a number of participants highlighted the role of peer support in accepting and combatting

the feelings associated with negative experiences. Being able to share with, and gain support, from oth-
ers who had lived through the same experiences was crucial for some participants.
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...just to see that other people have gone through this and have seen the end of it.
P2

Talking to others, whether it had been through informal support networks, peers or professionals was re-
peatedly highlighted as an invaluable way of coping, although many women did not experience this support
during their pregnancy. Participants described the benefits of having a non-judgemental space in which to
talk, having another's perspective, and not being left alone with their feelings.

It was very, very helpful talking with them because I didn't have to hide, I didn't have to
pretend that I'm happy.
P3

Subordinate theme 4.4: Self-compassion

A clear sense of the need for self-compassion arose across the narratives, often articulated as a message
to others who may be going through similar experiences. This message contrasted with the self-criticism
and blame which often surfaced when participants described their own experiences. Many of the par-
ticipants did not appear to be compassionate towards themselves during pregnancy and while reflecting
on their experiences often spoke in a self-critical manner and yet conveyed the need for others to be
kinder to themselves.

...but in actual fact you haven't had a minute to sit down and actually really think about
everything that's happened or changed.
P4

By communicating their thoughts about what could have helped, the participants also appeared to be
making a suggestion of what could help others in the future. From many of the participants there was
a sense that taking more time and space to think and reflect on the life changes they had experienced
during pregnancy would have helped, a sense that there was a need for adjustment. A few participants
experienced improvements in their mood whilst taking a break from work, whereby reducing environ-
mental stressors also provided them with more time to reflect and adapt. Others wondered if such a
break could have made a difference to their experience when they started to struggle.

I think looking at the tiny little achievements throughout the day the fact that you got your
shower, the fact that you went to your bed on time, the fact that you didn't eat that cake,
or you ate that cake and you don't feel guilty about it you know silly things like that the
anxiety will go away, well it might not all go away altogether because I know mine won't
ever all go away altogether but it does get easier to cope with.

P4

Hang on in there, it will get better.
P1
Superordinate theme 5: Experiences and expectations of service provision
This theme reflects that most participants commented on their experiences of engaging with mental

health services. While many participants were happy with the level of service that they received on
an individual level, the women's narratives spoke of the need for systemic changes to take place to
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ensure that mental health services were accessible and effective for all. This theme consisted of two
subordinate themes.

Subordinate theme 5.1: Positive experiences of specialist services

Many reflected positively on their experience with specialist perinatal mental health services, emphasising
the value of non-judgemental listening in having facilitated the disclosure of their thoughts and feelings,
and the benefit of talking with staff who had worked with other women going through similar experiences.

It has been really helpful to talk to specialist midwife to hear that it's normal, other people
go through these things and just to talk it all out really, just to say this is what's going on in
my head, to verbalise what I'm feeling,

P10

Despite positive experiences of specialist services, it was felt there was a need for earlier referrals. Participants
were often not referred until postnatally, receiving no input during pregnancy. Many felt support was not
available when they most needed it either due to delays in referrals, waiting times or felt it was difficult to
open up to professionals in the initial stages of referral.

I thought well that's like a long time [inaudible word] excuse my language, how's that going
to help now? What's the point? It's what I was saying before like you need the help when
you need the help not like months and months later when you've had to endure it on your

own.
P1

Subordinate theme 5.2: A need for improved service provision moving forward

Due to these delays in referral which many of the women experienced, there was a recognition of the
need for increased knowledge and promotion of perinatal mental health within wider health services.
Many participants described difficult experiences in routine health care, with some perceiving non-
mental health staff to be lacking knowledge and, therefore, at times, having been insensitive in their
responses. The need for services to create more open discussion about mental health during pregnancy
was highlighted whether within maternity services prior to birth, antenatal education classes or at gen-
eral health appointments.

...pregnancy it's still something that, it's not discussed or even, like even in the antenatal
clinic it's not advertised about mental health during pregnancy there's nothing on the walls
or, or even like I think there maybe was one poster in one room about a support group, but
other than that there's no leaflets or um nothing to promote um positive mental health like
I think, thete's nothing advertising it.

P8

A lack of communication between services caused difficulties for many participants, and at times, partici-
pants felt torn between conflicting advice that they received between the services that they were attending;

I think had there been a better link between my GP, the psychiatrist and my psychothera-
pist it probably would have been a lot smoother for me instead of having to go and tell the
story three times, basically every time.

P6
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The importance of continuity of care was highlighted throughout, and a lack of continuity was highlighted
as a key barrier to disclosing distress symptoms. Participants reflected that time was required to build up
relationships with professionals and that this particular feature of service provision was often a facilitating
factor in feeling they could talk about their mental health. Many participants valued supportive relationships
with professionals during their pregnancy including with community midwives and therapists. A number of
participants noted that consultant led antenatal care often resulted in seeing multiple doctors, and receiving
less time with midwives, creating a barrier to opening up about their feelings and their needs.

You see a different registrar every time, but that's it is that continuity of care, um and you
know I can't fault anything that's been said or done, but I haven't got that same level of
comfort that I had last time.

P8

DISCUSSION

This study provides an insight into the lived experiences of women with moderate MHDP-related dis-
tress, and the needs they may have. A strength of the study is that participants were recruited from a
mixed urban/rural area and, therefore, reflect a hitherto under-researched group (Jackson et al., 2020).
While there is an existing body of literature focussing on the unique needs of pregnant women in the
perinatal period, the findings provide novel evidence of the alignment between the narratives of women
and recent, ongoing developments in service provision, specifically in the UK and in nation countries
such as Scotland.

Consistent with findings from recent studies (Jackson et al., 2020; Lever Taylor et al., 2021), our par-
ticipants emphasised a wider understanding of PMH as a public health and societal priority, evidenced
in the key themes of ‘societal pressures and a desire for greater acceptance’ and ‘searching for answers
despite a lack of resources’. Balanced against this was a sense from many participants that there is little
awareness of MHDP within certain areas of public health services, reflecting the corrosive role of barriers
to care for this group (Smith et al., 2019). The ‘societal pressures and a desire for greater acceptance’ could
also be interpreted through the lens of stigma, with an underlying sense that participants felt isolated and
needed to hide how they felt. Furthermore, the theme of ‘fecling the wrong feelings’ reflected how intense
and distressing MHDP can be, with women clearly communicating, in a powerful manner, how difficult
the lived experiences of MHDP are. These findings are similar to existing work from a mainly postnatal
sample relating to the experience of PMH in rural communities (Jackson et al., 2020).

We also identified a theme denoting ‘searching for answers despite a lack of resources™ a sense that
participants tried to understand why they were experiencing such difficulties even though there was a lack
of awareness surrounding these issues. This search for meaning, alongside the theme of ‘what made a dif-
ference’ and ‘experiences and expectations of service provision’, highlights the need for the development
of a more holistic approach to health care provision for women experiencing distress caused by MHDP.
These highlighted themes also resonate with a consistent theme in the literature around a bias towards
biomedically derived explanations of MHDP, at least in the context of routine practice. Finally, the theme
of ‘societal pressures and a desire for greater acceptance’ highlighted the role society plays in understand-
ing and acceptance of MHDP, a theme found in prior research focused postnatally (Dolman et al., 2013)
and again highlighting public health priorities (Maternal Mental Health Alliance, 2022).

One interpretation of our findings points to a tension between self- and other-related elements of
participant's lived experiences. Self-related concepts identified within the narratives relate to themes of
‘feeling the wrong feelings’, ‘searching for answers despite a lack of resources’, and “what made a differ-
ence’. In contrast, themes of ‘societal pressures and a desire for greater acceptance’ and ‘experiences and
expectations of service provision’ related more to how participants reflected on their experiences of oth-
ers' perceptions of mental health during pregnancy. A thread throughout the interviews was the impor-
tance of awareness and open discourse—including being open to talk to others about ‘wrong’ feelings,
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discourse to normalise and increase acceptance, as well as the need for services, health professionals and
society to share more information and resources about mental health difficulties during pregnancy. This
suggestion may have implications for public health services vis a vis how options for care of MHDP are
communicated to women and could be important in improving experiences during pregnancy.

The themes also resonate with concepts of basic psychological needs such as relatedness (Deci &
Ryan, 2000) and belongingness (Baumeister & Leary, 1995). These parallels highlight the overlap be-
tween the needs identified in the study and universal psychological needs, suggesting commonality in
the experience of MHDP-related distress. However, there may be key experiences during pregnancy
that drive the ‘desire for greater acceptance’, including the impact of feeling different from peers, expe-
riences of stigma and the value of peer support. The challenge of coping with highly intense emotional
states during pregnancy, which occurs alongside the many physiological changes/difficulties (such
as changes to body image, hormonal changes, physical pain and fatigue) across the perinatal period
may differentiate pregnancy from other potentially stressful life events. Furthermore, the permanent
changes to women's lives, relationships and, potentially, to their identities, that take place following
pregnancy, as they adjust to motherhood, may separate pregnancy from other stressful life events that
could have more of a temporary impact on people's lives.

Implications for clinical practice

Due to recent developments in perinatal mental health service provision across the UK, it is important
to consider how the narratives of women with lived experiences match up to the services with which
they are currently being provided. The co-occurrence of distress which is often caused by high levels
of emotional intensity alongside, for some, positive moments in pregnancy presents a unique need.
Services could partly address these feelings of dissonance by normalising the range of emotions expe-
rienced during pregnancy.

There are also implications around expectations of services and barriers to accessing help. The
women's narratives suggest that the impact of a lack of awareness resulted in women not realising
that help was available or appropriate, often women did not perceive what they were experiencing
as being mental health difficulties, which was a clear barrier to accessing help. Lack of acceptance
often resulted in women not disclosing how they were truly feeling causing an additional barrier
to necessary help. This hesitance to talk about negative experiences reflects contemporary findings
that suggest stigma leads to delays in accessing treatment and to isolation for women in distress
(Hadfield & Wittkowski, 2017). Women's expectations of wellbeing were highlighted in the societal
influence theme, although too often, expectations were different from the reality of their experi-
ence which furthered distress and feelings of alienation, also resulting in a barrier to help-secking.
Stigma has been highlighted across health policy as an area of mental health provision which needs
to be addressed more fully. For example, the Scottish Government Perinatal and Infant Mental
Health Programme Board have included removal of stigma within their equalities impact assessments
(Scottish Government, 2021) as well as working closely with third-sector organisations to create tool-
kits to tackle stigma around PMH (See Me Scotland, N.D.). Importantly, this implication suggests
that the needs of women are taken into account when designing mental health services, although it is
likely that much more can be done to remove stigma from mental health issues within the perinatal
period (Law et al., 2021; Moore et al., 2020). The themes relating to societal pressures and the impact
of unrealistic expectations of pregnancy were also consistent with previous research, highlighting the
gap between expectations and reality (Dolman et al., 2013; Staneva & Wittkowski, 2013). This theme
relates to previously identified ‘myths of motherhood” and expecting to be able to meet unrealistic
expectations of society, often described as the ‘superwoman’ ideal that new mothers must conform
to (Oakley, 2018). For our participants, the gap between this ideal and the reality of their experience
negatively impacted on their wellbeing and prevented them from sharing their feelings and seeking
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help. This dissonance also relates to stigma (Staneva et al., 2015), highlighting the idea of the ‘perfect
pregnancy’ and ‘what is proper for a pregnant woman to do, eat and feel’, with perceived failure to
conform reinforcing shame, inadequacy and self-stigma (Staneva et al., 2015). Knowledge of these ex-
periences would create direct clinical implications for clinicians involved in antenatal care who could
take a preventative approach, encouraging discussions about pregnancy expectations and promoting
a ‘sensible image of motherhood’ (Staneva & Wittkowski, 2013).

When discussing ‘societal pressures and a desire for greater acceptance’, all of the participants' nar-
ratives were consistent with results of other studies, highlighting the importance of compassionate
understanding both ante- and postnatally (Dolman et al., 2013; Megnin-Viggars et al., 2015; Staneva
et al.,, 2015). In addition, the value that each woman placed on the access to peer support echoes obser-
vations of peer support as a safety net (Staneva et al., 2015). The normalising and validating power of
peer support appeared to be a key part of acceptance, suggesting there is a need for more opportuni-
ties for pregnant women to access peer support. Access to peer support has also been written into the
Scottish Government's action plan for developing PMH setrvices (Scottish Government, 2021), once
again suggesting that women's voices are being heard as part of service development. However, our
participants often felt as though this support was provided too late in their pregnancy journey, so it is
important for clinical services to provide such assistance early and efficiently, by removing stigma from
the need for external support.

The need for wider treatment options and the promotion of wider coping strategies than purely
medical treatment options was repeatedly raised. Therefore, there remains a need for services to
have wider treatment options available including those recommended in clinical guidelines, such
as psychological therapies (National Institute for Clinical Excellence, 2018). Further, if services
cannot provide such options directly, there should be clear treatment pathways to access these and
clinicians in specialist services should consider referring to such treatments and making individuals
aware of a broader choice of treatment options including medication, psychological therapies and
online support.

Limitations

We acknowledge a number of limitations. Firstly, there was risk of sampling bias due to the recruitment
method—with the possibility of potential patticipants identified based on clinicians' subjective judgements
of suitability. However, the researcher regularly met with clinicians to discuss recruitment and emphasised
inclusion/exclusion ctitetia. Second, recruitment centred on one specialist service, biasing towards those
already actively engaged with services. Although recruitment was focused on moderate—severe difficulties,
rather than specific diagnoses, most participants experienced depression and anxiety disorders, and no
participants opted in who experienced psychosis. These sample characteristics may have been a function
of exclusion due to acute distress, clinicians' conservatism regarding referral, or individuals choosing not to
opt in. Third, we note that narratives were mostly collected retrospectively, after treatment was complete.
Therefore, recall bias may have been a factor in the narratives that the participants gave. This particular
bias could be addressed in future studies by using prospective data collection alongside PMH treatment.
Additionally, there were limits to the collection of demographic data and related contextual information.
For instance, we did not collect the length of period since birth (for postnatal interviewees), or whether
pregnancies were either IVE/ART related or medically high risk. The justification for collecting limited
demographic data was to maintain participants' anonymity as much as possible; however, we acknowledge
that without this contextual information the transferability of the study findings to other contexts is lim-
ited. Finally, we recognise that recruitment took place prior to the onset of the Covid-19 pandemic and our
findings are, therefore, silent on the impact. However, in the context of work on mental health in general,
societal change and social determinants of health during Covid-19, we tentatively conclude that our find-
ings, particulatly around isolation, stigma and support (Iyengar et al., 2021) still have resonance.
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Considerations for future research

In terms of future research, it would be beneficial to determine the extent to which the themes constructed
in this study resonate with other groups of women at risk of distress caused by MHDP, including eth-
nic minorities (Smith et al., 2019), migrant groups (Markey et al., 2022), LQBTQI+ families (Darwin &
Greenfield, 2019), non-birthing partners (Lever Taylor et al., 2018) and other ‘hard to reach’ groups in
pregnancy such as women using substances (Smith et al., 2019). Also, given adaptations in services as a
result of increased provision of PMH services and the proliferation of different models of access to care that
have emerged as a function of Covid-19 adaptations (such as self-directed and digital pathways to care) it
would be of interest to conduct similar interviews with women utilising such sources of service provision.
Other groups for targeted intervention could also include such as those accessing support from third-sector
organisations as well as those not currently engaged with any support services.

CONCLUSION

The current study adds to the understanding of the lived experiences of women with MHDP, and the
experiences of accessing services and interventions, informing a psychological understanding of these
experiences. Our identified themes highlight an ongoing need to increase awareness of and normalise
distress caused by MHDP, with potential links to the wider promotion of mental health outcomes
within maternity services and a broader range of treatment options acceptable to women.
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APPENDIX 1

Topic guide and sample starter questions
Narrative around pregnancy

>

Suggested opening question: “Tell me your story ....?

Mental health and pregnancy

Suggested questions

‘Can you tell me about what pregnancy has been like?’
‘How has pregnancy impacted on your mental health?’

Reflection on experience
“Tell me about your experience since you've been pregnant, what's it been like for you?’
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‘What has been different since you've been pregnant?’
‘What has been helpful’?
‘What hasn't been helpful?’

Social supports
Do you talk to others about this? Who?

Reflection on involvement with mental health services
‘Perinatal service? How did you become involved with the service?’
‘What advice would you give to someone feeling a similar way?’

‘Is there anything else you would like to talk about or tell me about?’
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